Background: Buprenorphine was approved for use in the treatment of opioid dependence in 2002, but its diffusion into everyday clinical practice in community-based treatment programs has been slow. This study examines the net impact of efforts by state agencies, including provision of Medicaid coverage, on program-level adoption of buprenorphine as of 2006.
Background
The treatment of opioid addiction in the U.S. is undergoing significant change. In October 2002, the Food and Drug Administration (FDA) approved buprenorphine (Subutex ® and Suboxone ® ) for use in the treatment of opioid dependence. Interim rules promulgated pursuant to the Drug Addiction Treatment Act (DATA) of 2000 opened two distinct delivery systems for buprenorphine. First, and uniquely, primary care physicians (with appropriate training and certification) are permitted to prescribe buprenorphine in office-based settings, provided that adequate linkages to counseling and other support services are made available. Second, opioid treatment programs (OTPs, once referred to as methadone maintenance programs) are permitted to dispense buprenorphine, but under restrictions that parallel the manner in which they presently dispense methadone. Somewhere in the middle are traditional community-based treatment programs (often somewhat inelegantly described as "drug free" modalities), which either can offer buprenorphine through an approved staff physician, or may affiliate with office-based physicians to provide counseling and other support services for patients receiving buprenorphine in primary care settings.
It is generally hoped that the confluence of these changes will significantly benefit patients in need of opioid addiction treatment by increasing the number and availability of treatment options. However, these recent changes at the Federal level are necessarily mediated by State-level regulations and policies, which may affect the rate of adoption of buprenorphine, particularly in OTPs and community-based treatment settings. Each state has its own regulations for addiction treatment, including licensure and certification, financing (including disbursement of block grant funds, and setting Medicaid formularies and coverage limitations), and other domains that may influence programs' ability to adopt buprenorphine (for example, rules for program licensure and use of medications). State regulations may create or remove barriers to the adoption of buprenorphine by community-based treatment provider organizations. Understanding the role of the state regulatory context in the diffusion of buprenorphine can contribute to a broader understanding of the innovation diffusion and technology transfer processes.
The diffusion of buprenorphine exemplifies the recent emphasis on the adoption of evidence-based practices within the addiction treatment field. There is ongoing concern about the slow rate of adoption of treatment approaches that have been developed and validated in recent years [1, 2] . Several studies have examined the process of technology transfer within single treatment units [3] [4] [5] , while others have examined the perceptions and experiences of individual clinicians regarding specific new treatment methods [6] [7] [8] [9] [10] [11] . Despite their importance, much less attention has been paid to the organizational characteristics associated with the adoption and implementation of treatment innovations [12, 13] . Even less attention has been paid to the state regulatory and funding contexts which circumscribe treatment providers' service delivery options.
Generally, the management literature on innovations, particularly the work of Rogers [14] , has been used to inform the development of hypotheses about the relationship between the characteristics of the innovation, the characteristics of the potential adopters, and the relationships between those characteristics and the likelihood of innovation adoption. In terms of the innovation, Rogers notes that its relative advantage, compatibility, complexity, trialability, and observability all influence the rate of adoption. Buprenorphine appears to have the "right mix" of these characteristics from the perspective of community treatment programs. To the extent that programs are already treating opioid-dependent clients, and/or are using medications in the treatment of addiction, buprenorphine is compatible with current practice. The medication is less "complex" than other pharmacotherapies (e.g., methadone) or even some psychosocial treatment techniques that require a significant investment in counselor training and clinical supervision. Buprenorphine presents a relative advantage over methadone, in that the legal, regulatory, and abuse and diversion issues are minimized. Trialability relates to the ability to "test" the drug on a limited basis before fully committing to its adoption. By establishing linkages with a DATA-waived physician, or obtaining a waiver for an existing staff physician, programs can "test" the use of buprenorphine without making a long-term commitment or expensive investment. Finally, the effects of buprenorphine are highly observable, and indeed in recent clinical trials program staff expressed a preference for it over clonidine, because the advantages in terms of its physiological effects on patients are especially noticeable [15] .
Analyses of early organizational adopters of buprenorphine [16, 17] identified numerous structural features of treatment programs as important predictors. Treatment programs that already had the necessary infrastructure in place to support the use of pharmacotherapies were significantly more likely to have adopted buprenorphine in its first 3 years of its availability. Buprenorphine was significantly more likely to be used in programs having one or more physicians on staff, based in hospitals, offering medically-managed detoxification services, treating proportionately more opioid-dependent patients, and having previously adopted one or more addiction pharmacotherapies. In addition, and net of these other factors, programs relying predominantly on self-paying and privatelyinsured patients were also significantly more likely to have adopted buprenorphine.
Organizational reliance on private insurance and other non-governmental funds has been a consistent predictor in analyses of medication adoption in addiction treatment, including alcohol pharmacotherapies such as naltrexone, disulfiram, and acamprosate [11, [18] [19] [20] [21] [22] , as well as psychotropic medications [23] . Such findings suggest that programs treating patients who can afford -or have insurance that will cover -medications are more likely to adopt and offer them. But substantial numbers of addiction treatment patients in the U.S. rely on public subsidies to pay for their care. For example, the Substance Abuse and Mental Health Services Administration [24] reports that 48% of treatment admissions in 2005 listed Medicaid or "other government sources" as their primary expected or actual form of payment. If state and local payers do not include buprenorphine as a covered benefit, many patients will be unable to afford the medication, and the providers from which they seek care may be less likely to offer it. The relationship between state-level policies and program-level service delivery offerings has not been systematically explored.
For the most part, the innovations literature assumes that would-be innovators make adoption decisions based on the characteristics of the innovation and the organization's capacity to integrate it into its operations. But issues such as patient payment methods point towards the broader contexts within which such decisions are made, and these contexts provide important incentives and barriers to the adoption of pharmacotherapies in addiction treatment. Institutional theory provides a framework for understanding the relationship between organizational decision-making and the broader operating environment [25] . An institutional perspective views organizations as dependent on their environment for both incentives to adopt innovations, as well as justifications to legitimate their actions [26, 27] . Regulatory agencies (including accrediting bodies, payers, and state licensing bodies) set the tone for innovation by promoting policies and "model programs," and in the case of addiction treatment, define clinically acceptable standards of care. By defining policies and payment structures, states can be influential in encouraging or impeding the adoption of evidencebased practices at the organizational level. While institutional theory provides a conceptual basis for considering state policies in the adoption of medications, these remain understudied. This context is of specific concern in the case of buprenorphine.
State Environments and Organizational Innovation: Making the Link
There is scant research that has focused on states as contexts for innovation, or as change agents in the innovation diffusion process. However, there is some research to suggest that attending to these environmental issues could enhance our understanding of the innovation process within organizations that are subject to state oversight. For example, Koyanagi et al. [28] reviewed state Medicaid coverage for psychiatric medications, and found substantial variation among states not only in the policies used, but in their application to different medications. Such variation might explain providers' decisions to incorporate these medications into their routine clinical practice.
Another study of this type [29] reviewed the availability of coverage for methadone maintenance in state Medicaid managed care programs in 1998. This study demonstrated substantial variation across states in terms of the nature and extent of benefits for persons seeking methadone treatment. Among the 50 states and the District of Columbia, they identified 25 states with no Medicaid coverage for methadone maintenance (including 8 states that, at the time, did not have any operating methadone programs); 13 states that excluded methadone from their Medicaid managed care plans; and 12 states where methadone services were included in Medicaid managed care plans, although service limits were imposed in 10 of those states. Although the opioid treatment system has substantially changed since this article was written, its findings provide some indication of the potential scope of variation that may be seen in the current state-level substance abuse funding environment, which may in turn be expected to influence adoption of new forms of treatment.
Research integrating state policy data and organizationalor patient-level data is rare in the behavioral healthcare literature, but a few examples suggest potential research directions. D'Aunno and colleagues have measured the influence of key external stakeholders on addiction treatment programs, finding associations between accreditation/licensure status and the adoption of HIV prevention practices [30] as well as the provision of methadone maintenance services meeting evidence-based standards for good clinical practice [31, 32] . Such findings demonstrate that treatment providers may implement programming at least in part in response to the demands of agencies to which they are accountable. In other work, Goldman et al. [33] reviewed state Medicaid and other public assistance programs for HIV-positive patients, and concluded that patients' economic outcomes were predicted in part by the generosity of state coverage benefits for HIV/AIDS medications. While those analyses did not integrate organizational-level data on service provision and availability, they are suggestive of potential linkages between state policy and patient outcomes.
A recent study on the association between state-level factors and program-level adoption of naltrexone is especially informative [34] . While naltrexone has been available for the treatment of alcohol dependence since 1994, uptake among community treatment programs has been stagnant for quite some time. State-level factors including general Medicaid policies (e.g., limits on substance abuse treatment benefits, inclusion of generic drugs on the formulary), funding for public welfare, and population characteristics explained 16% of the variance in program-level adoption of naltrexone as of 2003. While the study controlled for a host of state-level factors, it did not specifically gather data on whether states' Medicaid programs provided coverage for the use of naltrexone as a treatment for alcohol dependence. Thus, while a sizeable proportion of the total variance in program-level naltrexone adoption was explained by characteristics of their states' policies, the direct relationship between availability of Medicaid coverage for a specific medication and program-level prescribing behavior remains unmeasured.
A final case study warrants mention, as it continues to provide important lessons for the opioid treatment field. That case involves the failed diffusion of levo-alpha-acetylmethadol (LAAM), a long-acting opioid agonist approved by the FDA in 1993. At the time of its introduction, LAAM appeared to offer several advantages relative to methadone, in particular the ability to maintain patients on a thrice-weekly (instead of daily) dosing schedule. Clinicians writing at the time of LAAM's approval expressed optimism about the potential for LAAM to increase access to treatment, integrate opioid addiction treatment into mainstream medicine, enhance providers' and patients' otherwise-limited treatment options, and achieve clinically advantageous results with less frequent dosing [e.g. [35, 36] ]. However, three years after its approval, few clinics were dispensing LAAM, and few inroads had been made in its diffusion [37] . For a number of reasons, production of the medication was ultimately discontinued by the manufacturer in 2003.
While some of the barriers to the diffusion of LAAM stemmed from resistance among the methadone treatment community itself, there was widespread consensus that layers of state and local regulatory barriers were as much to blame for its low rate of adoption [38] . State regulations for methadone needed to be modified to include LAAM, and rescheduling of the drug as a controlled substance was often required at the state level; in many cases, states failed to act on these measures [39] . As a result, states' inaction impeded the adoption of LAAM by OTPs. A growing consensus that the over-regulation of the opioid addiction treatment field was impeding the delivery of optimal clinical care led to the development of a new accreditation-based oversight system for the field. It is in this new context of federal oversight, and perhaps informed by lessons learned from LAAM, that buprenorphine was introduced.
This paper extends previous research on the predictors of buprenorphine adoption by examining structural, resource, and environmental variables in the U.S. population of substance abuse treatment programs. Controlling for organizational characteristics, the orientation and actions of state regulatory agencies are examined, and their net effect on program-level clinical decisions is estimated.
Methods

State Agency Interviews
In mid-2006, we conducted brief telephone interviews with at least one staff member in the agency having primary oversight responsibility for the use of buprenorphine in each state. Our initial point of contact in every state was the single state agency (SSA), which is responsible for oversight of addiction services and disbursement of block grant funds. In 29 states, we were directed to speak with the State Methadone Authority (SMA) for information about buprenorphine. Information was obtained from 49 states; one state did not respond to repeated requests for an interview. Respondents were asked a number of questions about the state's policies related to the use of buprenorphine for addiction treatment, including the availability of Medicaid coverage, the presence of any state requirements above and beyond prevailing Federal requirements for the prescription of the medication, and the general disposition of the state office toward the use of buprenorphine in community-based treatment programs. The responses to several key questions were utilized as predictor variables in multivariate models examining program-level adoption of buprenorphine.
State agency staff were asked whether buprenorphine was a covered Medicaid benefit for addiction treatment. Although we collected some detail on the nature and extent of coverage provided (e.g., special populations, preapproval requirements, and prescription limits), there was insufficient variation in these responses to meaningfully differentiate states based on this detailed information, as are often used in analyses of other, more common, medications. Thus, for these analyses, we use a simple dichotomous variable measuring whether Medicaid provides any coverage for buprenorphine in the state. A series of additional questions measured the extent to which each of the responding state agencies encouraged or actively facilitated the adoption of buprenorphine by community treatment programs. First, we asked whether the state agency had distributed to treatment providers two recent SAMHSA-authored clinical guidelines on the use of medication-assisted therapy for opioid dependence [40, 41] . In all, 23 of the responding agencies reported that they had distributed one or both of these publications either in hard copy or via internet links. Fifteen state agencies reported that they had not distributed these materials, while eleven state agency respondents reported being unfamiliar with these treatment improvement protocols.
The tenor of SSA/SMA guidance to OTPs regarding buprenorphine was also informative. There is variability among states in the extent to which buprenorphine is viewed as a preferable alternative to methadone, and whether mainstream treatment facilities are viewed as preferable loci of care to OTPs. Along these lines, 7 states had requirements that OTP advise their clients about the availability of buprenorphine; an additional 14 states actively encouraged OTPs to do so. The remaining states had provided no such guidance to OTPs. When asked a more general question about the state agency's orientation toward buprenorphine, 23 respondents characterized their state agency as "actively encouraging" the use of buprenorphine by addiction treatment providers; the remaining 26 indicated that their agency had taken "no real position" on buprenorphine. No respondents characterized their state as having a negative or discouraging position on this medication.
The responses to these questions were nearly perfectly correlated with reported distribution of the SAMHSA clinical guidelines; that is to say, states that actively encouraged the use of buprenorphine were also those that encouraged OTPs to inform clients about it, and distributed the SAMHSA treatment manuals. Thus, we reduced these three items to one measure for this analysis, namely, whether the state agency actively encouraged the use of buprenorphine.
All respondents were asked about any then-pending regulatory changes, in an effort to determine whether there was variability in the amount of activity surrounding this medication. Few states anticipated any forthcoming regulatory changes pertinent to the use of buprenorphine in community-based treatment settings. The few pending regulatory changes mentioned were procedural in nature, for example, clarifying payment and approval processes for prescribers and pharmacy boards. Due to lack of variation on these items, they are omitted from these analyses.
Treatment Facility Data
To examine the impact of regulatory and funding policies on the adoption of buprenorphine, data from a broad variety of treatment programs across the U.S. is essential. To ensure adequate representation of treatment programs across states, the 2006 National Survey of Substance Abuse Treatment Services (N-SSATS) was used for analysis. The N-SSATS is an annual survey of the population of facilities offering addiction treatment services in the U.S., conducted by SAMHSA. Although the N-SSATS is limited in terms of potential predictor variables, it is nevertheless the closest approximation to a census of the nation's treatment providers. The public use data file for the 2006 survey was obtained from the Substance Abuse and Mental Health Data Archive [42] . The public use data file contains no facility identifiers; however, codes for state, county, and metropolitan area are included on each record.
The entire 2006 N-SSATS public use datafile includes 13,771 facility records. These records were filtered to exclude facilities that did not deliver substance abuse treatment services. Specifically, facilities were excluded if they exclusively provided intake, assessment and/or referral services, along with those focusing exclusively on the provision of services for persons arrested for driving under the influence. Because our interest was in the adoption of buprenorphine by organizations rather than individuals, solo practitioners were also excluded from these analyses. Finally, facilities operating in Puerto Rico and the other US territories were excluded, because no data were collected from their respective local government oversight agencies about relevant regulatory and funding policies for buprenorphine. These exclusions resulted in a final data set of 12,236 substance abuse treatment facilities.
Measures
Several variables available on the N-SSATS file were included as control or predictor variables in examining patterns of buprenorphine adoption. These can be grouped into three broad categories: ownership, facility characteristics, and funding sources. Ownership is defined in terms of three mutually-exclusive dichotomous variables: government-owned, private non-profit, and private for-profit. Because studies have repeatedly documented higher rates of pharmacotherapy adoption in for-profit facilities, these are used as the reference category in the multivariate model. Facility characteristics include several variables that may be associated with an organization's willingness or ability to adopt medications. First, because hospital-based programs have the infrastructure to support the use of pharmacotherapies, they may be more likely to adopt buprenorphine. Facilities self-reported whether they were located in a hospital (1 = yes, 0 = no). Next, because buprenorphine is indicated for the treatment of opioid addiction, opioid treatment programs (OTPs) may be more likely to adopt it. Programs are coded as OTPs if they selfreported this status to N-SSATS (1 = yes, 0 = no). Third, the N-SSATS includes organizations that may vary in the proportion of total activity devoted to addiction treatment, ranging from self-contained specialty addiction treatment programs and OTPs to units within general hospitals and mental health centers. Organizations having substance abuse treatment as their central focus are expected to be more likely to adopt addiction pharmacotherapies such as buprenorphine. This dichotomous variable is coded 1 if the facility's primary focus is substance abuse treatment, and 0 otherwise.
Because much of the early clinical research on buprenorphine has focused on its use in detoxification protocols, treatment programs offering detox services may be more inclined to adopt it. Programs self-reported whether they offered detoxification among their array of services (1 = yes, 0 = no). Buprenorphine provides community treat-ment programs an option for treating opioid-dependent clients without investing in the infrastructure required to offer methadone maintenance services. While hospital inpatient programs already have the resources necessary to utilize medications, outpatient programs may be less equipped to do so. To examine whether adoption rates vary significantly by primary treatment modality, we control for whether the program operates on an outpatient-only basis (i.e., does not offer hospital inpatient or residential treatment services). At the time of the survey, the use of buprenorphine with adolescent clients had not been thoroughly studied; as a result, its adoption in adolescent treatment programs as of 2006 is expected to be lower than in programs serving predominantly adult clients. For the purpose of these analyses, N-SSATS facilities are classified as adolescent programs if at least 75% of their clients were under age 18 on the survey reference date.
The use of pharmacotherapies and other evidence-based practices are generally viewed as indicators of higher-quality treatment programs. Because accreditation is also a widely accepted indicator of program quality, it is controlled for in these analyses. Programs self-reported their accreditation status to N-SSATS, and a dichotomous variable is used. Analyses also include a measure of the total number of admissions to the treatment facility in the past year, with the expectation that larger facilities will have both the resources and customer base needed to support the adoption of buprenorphine.
Upon its approval by the FDA, buprenorphine was widely advertised as a viable option for the delivery of opioid dependence treatment in rural and remote areas, where patients lacked access to opioid treatment programs. To examine its early diffusion in this regard, we include a measure of geographic location. Specifically, N-SSATS indicates the metropolitan or micropolitan area (if any) where each facility is located. These have been reduced to a dichotomous variable, where 1 = located in metro/micropolitan area, and 0 = located outside these areas (i.e., rural counties).
Three measures of potential program funding sources are coded from the N-SSATS data file. The first is whether the program receives any funds from federal, state, or local government sources. Programs receiving funding from public sources are likely to be more influenced by state policies. Receipt of such funds is reported as a dichotomous variable in N-SSATS, and is coded as such in these analyses. A second N-SSATS variable indicates whether the treatment program accepts Medicaid as a form of payment for treatment services (1 = yes, 0 = no). A third funding-related variable indicates whether the program has any written arrangements with managed care companies (1 = yes, 0 = no). This is included as an indicator of reliance on private insurance, which is expected to be positively associated with buprenorphine adoption.
Finally, the dependent variable in these analyses is a single N-SSATS item indicating whether the program uses buprenorphine (1 = yes, 0 = no). In separate questions, facilities indicated whether they used Subutex and/or Suboxone. An affirmative response to either item resulted in a "yes" response on the buprenorphine adoption variable. N-SSATS does not provide sufficient detail to measure the extent of use within programs (e.g., the number of clients receiving the medication, or the frequency with which it is prescribed). In 2006, 11.4% of eligible N-SSATS respondents indicated that they prescribed buprenorphine. Table  1 provides descriptive statistics for each of these N-SSATS variables.
Multivariate Models
Logistic regression models were estimated to test the effects of facility characteristics and state environments on the likelihood of adoption of buprenorphine by community-based treatment programs. Responses from the SSA/ SMA interviews were attached to the record of each treatment program in the data set. As a result, programs within the same state have non-independent observations on the state environment variables; to account for this, the multivariate analyses were run using the survey ("svy") set of commands available in Stata v8.0, with state as the primary sampling unit. This approach produces robust standard errors and accounts for the effect of clustering and stratification in survey sample designs when calculating variance, standard errors, and confidence intervals [43] .
Listwise deletion reduced the available N to 10,410 for the regression models. The majority of missing values were on the "past year admissions" variable. Facilities excluded from the analyses were not significantly different than those retained, either in their structural characteristics or in their adoption of buprenorphine (data not shown).
Results
Estimates obtained in the multivariate logistic regression model are shown in Table 2 . The ownership variables were significant predictors of buprenorphine adoption. Both government-owned facilities as well as non-profits were just over half as likely to have adopted buprenorphine relative to the reference category of private forprofit treatment programs. In terms of facility characteristics, both hospital-based programs and OTPs were twice as likely as other facilities to have adopted buprenorphine, net of the other variables in the model. Programs offering detoxification services were more than 7 times more likely than those without detox services to have adopted buprenorphine by 2006.
Several other structural characteristics were associated with the use of buprenorphine. As anticipated, programs serving predominantly adolescent clients were significantly less likely to have adopted buprenorphine compared to those serving adult populations. Accredited programs were about one-third more likely to use this medication, and it should be noted that this effect holds even with hospital status controlled. Larger facilities were also more likely to have adopted buprenorphine. While the coefficient for this variable appears trivial, this significant effect can be better appreciated by examining the effects of a standard deviation increase in caseload size. Specifically, each standard deviation increase in the number of past-year admissions was associated with a 10% increase in the odds of using buprenorphine. Net of the other variables, adoption of buprenorphine was about 72% more likely among programs located in metropolitan (versus rural) areas.
The financial variables showed mixed effects on the odds of adopting buprenorphine. Treatment programs that received any government funding were about 25% less likely than other programs to have adopted the medication. Conversely, programs having at least one managed care contract were 60% more likely than other programs to have been using buprenorphine in 2006. Whether a program accepted Medicaid payments was not predictive of buprenorphine adoption.
In terms of activity at the state level that was expected to affect programs' prescribing behaviors, there were mixed results. Programs located in states that were engaging in activities to encourage the use of buprenorphine were no more likely than programs in other states to have adopted buprenorphine in 2006. However, the availability of coverage for buprenorphine in state Medicaid plans had a significant effect on program-level adoption; the odds of programs offering buprenorphine were 8.5% greater in states where this benefit was available to patients. In all, the model explained about 36% of the variance in program-level adoption of buprenorphine.
Discussion
These analyses are consistent with prior research indicating that a mix of structural, funding, and environmental variables are associated with organizational-level decisions to adopt pharmacotherapies. Structural variables available in N-SSATS suggest that the early adopters of buprenorphine were likely to be OTPs, along with facilities offering hospital-based, inpatient and detoxification services. These programs represent logical early inroads for buprenorphine. OTPs are challenged to meet the needs of opioid-dependent clients, and buprenorphine provides an alternative to methadone. Likewise, clinical trials showing buprenorphine to be effective for shortterm detoxification may have contributed to its initial uptake among treatment programs offering detoxification services. Community-based treatment programs may view buprenorphine as a clinically effective and financially feasible alternative to either medically managed detoxification protocols or methadone maintenance options for their opioid-dependent clients. Finally, inpatient and hospital-based programs already have the medical infrastructure available to permit the use of pharmacotherapies, and buprenorphine likely represents an incremental addition to existing medication-based approaches in these settings, rather than a new line of services. As such, then, these programs are logical early adopters for buprenorphine and are probably least influenced by state policies and funding.
However, funding variables are also important in explaining variation in the current use of buprenorphine in community treatment programs. Government owned and government funded programs had significantly lower odds of adopting the medication, whereas private forprofit programs were most likely to offer buprenorphine. While acceptance of Medicaid as a payment source was not associated with the use of buprenorphine, coverage of the medication by Medicaid was a significant predictor. In this respect, states that were proactive in modifying the Medicaid formulary to include buprenorphine appear to have had a significant influence on program-level decisions to make this service available to their clients.
Net of the other variables measured, however, a state substance abuse agency's general orientation toward buprenorphine does not appear to have a measurable effect on program-level behavior. States that actively encouraged the use of buprenorphine (by distributing clinical guidelines, encouraging clients to be notified about the availability of the medication, and taking a supportive stance toward the medication) were no more likely to influence program decisions to adopt the medication than states with a less supportive approach. These results seem to suggest that the tangible signs of support for buprenorphine are most associated with the inclusion of the drug on the Medicaid formulary. Without a reliable source of payment for a measureable subset of clients entering treatment, programs are constrained in their choices of which services to offer. If clients will not be able to afford the medication, programs are unlikely to adopt it, regardless of the strength of the evidence base to support its use or the degree of encouragement from external stakeholders. N-SSATS is useful for obtaining a general overview of the state of the nation's treatment system, but the dataset necessarily trades depth for breadth. There are few predictor variables available to permit a meaningful understanding of the organizational factors influencing the adoption of evidence-based practices among treatment providers. Relevant predictors of buprenorphine adoption might include, for example, the number of physicians on staff, the percentage of clients with a primary opioid dependence diagnosis, and the percentage of clients with Medicaid as their primary expected form of payment. These measures are not available in N-SSATS. In particular, the lack of detail on client payment sources may have been partially responsible for the non-significant coefficient for the "accepts Medicaid" variable in these analyses. If a program's decision to adopt a new pharmacotherapy is influenced by clients' ability to pay, and if Medicaid is an indicator of this, then the relevant predictor variable is not whether the program accepts Medicaid, but the proportion of clients who are dependent on Medicaid for payment. Inferring the likely importance of Medicaid for populations served by public sector programs is not a substantial leap, but the N-SSATS data do not provide the opportunity to explore this association in detail.
Finally, it should be noted that state policies and clinical practice are both constantly changing. The findings presented in this article are a snapshot of an evolving process as it appeared in 2006, and may not reflect current policy or practice.
Conclusion
The adoption of pharmacotherapies in substance abuse treatment has been relatively limited, despite the recent approval of several new medications for alcohol and opioid dependence. While a philosophical resistance to the medicalization of addictive disorders may undergird much of the slow diffusion, there are nevertheless identifiable structural impediments to the use of pharmacotherapies for addiction treatment. To the extent that these barriers can be reduced by targeted policy changes, patients' options for effective treatment services can be greatly increased.
These findings provide empirical support for the common perception that public sector clients are at a relative disadvantage in terms of access to state-of-the-art treatment. These analyses, based on data from more than 10,000 treatment programs across the U.S. in 2006, show that public sector, government funded programs are significantly less likely to have adopted buprenorphine for the treatment of opioid dependence. Programs in the forprofit sector, and those with privately-insured clients, are more likely to have adopted this medication. States that have incorporated buprenorphine into the Medicaid formulary have made inroads into closing this gap. It remains to be seen what additional actions are needed to further reduce these apparent disparities, as well as to identify whether and how state-level activities have influenced the adoption of other evidence-based treatment options.
Based on these analyses, as well as corroborating anecdotes from the telephone interviews conducted with SSA/ SMA staff, it appears that most state oversight agencies regarded the Medicaid formulary as the end-point for state involvement in the diffusion of buprenorphine. While our respondents indicated no discernible resistance to the diffusion of buprenorphine in community-based treatment programs, there was also little in the way of observable behavior to actively promote its use, beyond support for clinician training or educational opportunities.
Buprenorphine faces neither the regulatory challenges associated with methadone, nor the barriers to diffusion that limited the uptake of LAAM. While a sizeable percentage of treatment programs (11.4%) had begun using it within the first three years of its availability, it remains to be seen how much this new medication will continue to penetrate the treatment system. Moreover, additional barriers to the use of buprenorphine remain to be identified at the client, clinician, program, and community levels. More detailed analyses that compare the predictors of adoption across the public and private sectors may yield important insights, particularly if variables other than insurance coverage show strong predictive effects in the private sector, where the use of medications is considerably more common [16, 18] . An essential next step is to determine which, if any, of those barriers are amenable to change via revision of state or local policies or financing processes, and then identify and disseminate effective systems change solutions.
